People in high-risk neighbourhoods try to protect their friends, neighbours, relatives and others from the social and physical risks associated with sex and drug use. This paper develops and validates a community-grounded questionnaire to measure such 'intravention' (health-directed efforts to protect others). An initial ethnography, including life-history interviews and focus groups, explored the forms of intravention activities engaged in by residents of Bushwick (a high-risk New York City neighbourhood). Grassroots categories of intraventions were derived and questions developed to ask about such behaviours. Face validity and adequacy of the questions were assessed by independent experts. Pre-testing was conducted, and reliability and validity were assessed. An instrument including 110 intravention items was administered to 57 community-recruited residents. Analysis focused on 57 items in 11 domain-specific subscale. All subscales had good to very good reliability; Cronbach's alpha ranged from .81 to .95. The subscales evidenced both convergent and discriminant validity. Although further testing of this instrument on additional populations is clearly warranted, this intravention instrument seems valid and reliable. It can be used by researchers in comparative and longitudinal studies of the causes, prevalence and affects of different intravention activities in communities. It can benefit public health practitioners by helping them understand the environments in which they are intervening and by helping them find ways to cooperate with local neighbourhood-level health activists. maladies. Les praticiens de la santé publique peuvent profiter de cet utile qui les aidera à comprendre l' environnement dans lequel ils interviennent et à coopérer avec les combattants pour la santé du voisinage.
Introduction
Previous research by our team (Friedman et al., , 2005 has demonstrated that most residents of an impoverished New York City neighbourhood actively urge other people, including both drug users and non-users, to engage in certain behaviours that decrease the HIV-related and other risks of drug use and sex.
These 'urgers' include users of drugs and of alcohol as well as other residents. This neighbourhood, like many impoverished localities in Africa, has undergone a large-scale HIV/AIDS epidemic.
We called such urging 'intravention' . Intravention is prevention activities that are conducted by community members. The categories of 'urging' that were studied in these previous papers were theory-based or 'etic' categories. In this paper we go beyond our previous etic intravention concepts by (i) studying ethnographically determined 'emic' categories of intravention behaviours (that is, using categories that are present in the consciousness and discourse of local residents and local streetscene participants); (ii) examining both verbal urging of others and non-verbal actions directed at others to prevent drug-and/ or sex-related harm; and (iii) presenting an initial attempt to validate our 'emic' intravention instrument.
In those African contexts where HIV is spreading in impoverished settings with limited external resources available, intravention is a potentially important concept for designing more effective HIV/AIDS prevention. The measures described in this paper may be of help in applying the intravention concept both in research and in public health action.
Theoretical orientation
There is a long tradition of inquiry into how social relations among community members lead to different community outcomes (crime, health, visible disrepair). examined intravention -what people urge others to do to be safe from risks associated with sex and drug use; these urging measures were an initial etic scale for intravention that we used while developing the measures herein described.
As we have discussed (Friedman et al., 2005 (Friedman et al., , 2007b , if we view norms as the social communication that others exert that leads others to conform with community members' wishes, then intravention can be viewed as the process of producing such normative pressures. Intravention differs from social capital (Coleman, 1990; Putnam, 1993) and collective efficacy (Sampson, Raudenbush & Earls, 1997 ) -which are other attempts to understand how social relations in a community affect its social-or health-related problems --in that intravention focuses on action rather than on structural or cultural potential for action.
In this paper we present and validate an emic intravention questionnaire based on this research tradition that: asks people about their actions (rather than intentions or norms -although, as argued in Friedman et al. (2007a Friedman et al. ( , 2007b , these actions are part of the constitutive process that creates and maintains external norms as a part of the local culture); and addresses problems of drug and sexual risk directly (rather than focusing on conditions that might indirectly affect such risk).
Methods

Development of intravention questions
Ethnographic methods
This research began with an ethnography of intraventions, which was conducted from [2001] [2002] [2003] , with particular attention to conflict, collaboration, distrust and intravention among drug dealers, drug users, and other neighbours. We conducted indepth, life-history interviews with 23 long-term residents, of whom 15 were drug injectors and 3 were non-injecting cocaine and/or heroin users. These interviews were tape-recorded and lasted an average of 90 minutes. They covered respondents' social relations with fellow neighbourhood residents and actions (verbal and non-verbal) aimed at protecting others.
We also conducted focus groups to explore non-using residents' perceptions of drug users, with specific emphasis on their willingness to engage in social and sexual relations with drug users. Three focus groups were held: men aged 18 -21 (8 participants), women aged 18 -21 (7 participants), and mothers aged 30 -35 (5 participants). Focus groups transcripts were coded by the type of behaviour toward which participants' action was aimed (e.g. drug-related harm, sex-related harm), and types of persons toward whom the action was aimed (e.g. children, family member, friend, drug user). A number of emic categories of such actions emerged from the analyses of these ethnographic data, and are described in the next two sections.
Intraventions aimed at drug behaviours
On the first pass, actions aimed at protecting others (both users and non-users) from dangers associated with drug use and drug dealing were coded under the inclusive umbrella of 'doing something about drugs' . After coding these actions as drug-related intraventions, we identified characteristics of the intravention actor (e.g. parent, sexual partner, user, neighbour) as they related to the intended recipient (e.g. user, non-user, drug dealer). In addition, we looked at the frequency of similarly coded actions and, when appropriate, formulated action-oriented questions intended to generalise from specific behaviours. For example, when we interviewed Carmen, a block leader, about her efforts to stop drug dealing in front of her apartment building, she explained that in order were facilitating access to safe drugs, clean injection equipment, or a safe place to consume drugs.
Actions described in points d, e and f, although more prevalent among drugs users, were also mentioned by non-drug users. 
Intraventions aimed at sexual behaviours
Collecting the data
Setting
Bushwick is a poor, primarily Latino and African-American neighbourhood in New York City, with a population of approximately 100 000, that went through a widespread AIDS epidemic beginning in the early 1980s. It has been a major centre for drug dealing and use for many years (Friedman et al., 1999; Maher, 1997) . Among Bushwick drug injectors in the early 1990s, HIV prevalence was approximately 40%, and hepatitis B core antibody prevalence was approximately 70% (Friedman et al., 1999) .
Administering the questionnaire
Face-to-face structured interviews were conducted in confidential settings after informed consent was obtained.
The primary survey included sections on sociodemographics, sexual and drug behaviours, sexual and drug networks, social support, external and internal norms, health activism, and other personal characteristics. The intravention portion of the survey was described above. On average, the entire interview took a total of 90 minutes, while the intravention subsection of the questionnaire took approximately 20 minutes.
Sample
Intravention data were collected in 2004 on 57 subjects who were part of a larger sociometric network study of the sexual and injection partners of IDUs, men who have sex with men (MSM), and other adults in the Bushwick section of Brooklyn.
The chain-referral sampling methodology in this study is described elsewhere (Friedman et al., 2007a (Friedman et al., , 2007b . Neither the full sample nor the subset of subjects who were administered the intravention questionnaire was a population-representative sample. We oversampled MSM who had attended gay group sex events and their sexual/injection partners.
Sample characteristics
Thirty-seven per cent of the intravention sample had ever injected drugs; 28% reported crack, 16% reported non-injected heroin/cocaine, and 18% reported marijuana as the hardest drug they had ever used. Eighteen per cent were MSM, 23%
women who have sex with women (WSW), 16% other women, and 44% other men. Looking at other characteristics of the intravention sample, over 40% were 30 years or younger; 65%
were Latino, 28% African-American and 7% white; and 44%
had not completed high school, while 13% had at least some college. Almost 50% reported individual annual income as less than $5 000 and 58% reported household annual income as less than $15 000.
Results
Validating the intravention questionnaire
The psychometric validation process included several steps.
We assessed internal-consistency reliability using Cronbach
Alpha (Cronbach, 1951) , and also assessed convergent and discriminant interscale validity (Rosenthal & Rosnow, 1991 ). In addition, we compared two versions of our intravention scales, one using a 25% exclusion criterion (explained in detail below) and the other using a 10% exclusion criterion. This last step was intended to help us construct the most valid and economical intravention instrument to be considered by future researchers.
Determining which questions could be validated psychometrically
We began the quantitative psychometric testing of the questionnaire by examining the distribution of responses on all 110 intravention items. All items had values ranging from 0 (did not engage in intravention in the last 12 months) to 5 (engaged in intravention 11 or more times, or with 11 or more people in the last 12 months). Items that were reported on by only a small number of subjects were excluded from the validation, but remain of interest.
A section of the survey asked respondents to tell us about intravention aimed at children for whom they had primary responsibility (e.g. biological or foster parent, informal caretaker). Only 25 subjects said they were responsible, in the last 12 months, for a child aged 8 -20 years old (primarily because of the young average age of our sample). Thus 19 items related to one's own children were not included in the validation procedures. In spite of the small number of cases for whom we have these kinds of data, results suggest frequent parent-tochild intraventions. For example, among respondents reporting responsibility for a child aged 8 -20, half reported advising their child about safe sex in the last 12 months, while over 40%
reported having requested that friends/friends keep an eye on the respondents' child and report any undesirable behaviour (e.g. drug use, hanging out with members of the opposite sex). Among 18 subjects reporting responsibility for a female aged 8 -20, almost 40% said that in the past 12 months they had advised her to postpone sex until after she had married, while fully 29% said they had forbidden her to leave the house so that she would We thus included questions about parents encouraging sons/ daughters to have sex, but no parent reported engaging in any of these actions.
After these and other exclusions due to small numbers of subjects for whom an item was applicable, we were left with 78 questions about intraventions. The next step was to omit items for which only a small percentage of cases reported engaging in these 78 intraventions in the last 12 months. For most items we set the criterion for exclusion at less than 25% affirmative responses.
(As discussed later, results using this 25% affirmative exclusion criterion did not differ from those using a 10% criterion.)
For intraventions that were aimed at helping users with their drug use, however, we relaxed this criterion. In addition to these exclusion criteria, additional deletions arose as follows. Since our sample size was too small to conduct more sophisticated techniques to identify multidimensionality (e.g. exploratory factor analysis) among the scale items, we grouped these items by content categories (domains), as determined by agreement among the authors, and constructed additive Reliability Table 1 shows, for each subscale, the number of items used in constructing the subscale, the questionnaire number for each item in the subscale (see Appendix A for a list of all intravention questionnaire items), the Cronbach Alpha test of scale reliability, and the weakest item-subscale correlation. The latter shows the correlation between the subscale and the individual item in the scale with which it most weakly correlated.
All but one subscale was comprised of between 3 and 6 items.
This subscale comprised of 14 items, 'Targeting children's sexual behaviour' , and showed no indication of multi-dimensionality:
exploratory factor analysis on this scale suggests only one dimension. All subscales had good to very good reliability, ranging from .81 to .95 as measured by Cronbach's alpha; the lower point on the 95% confidence interval for alpha was .70 or higher for each subscale.
Convergent and discriminant validity
We also examined convergent and discriminant validity of the subscales. Firstly, since each subscale measured different aspects of the same general construct, intravention, we would expect them to be somewhat correlated with one another. In addition,
we would expect the correlations between similar intravention scales, for example, the various sex intravention scales, to be relatively high (convergent validity), and the correlations between dissimilar intravention scales, for example, the children and sex scale and the syringe safety scale, to be relatively low (discriminant validity). Table 2 shows the interscale correlation for each of our intravention subscales. These 11 subscales fell into three broad categories: sex-related (columns numbered 1 -5), anti-drug 
Comparing briefer and longer versions
Our final validation step was to assess the similarity for each 10% criterion-based scale to its corresponding 25% criterion-based scale. Seventy-eight items met the 10% criterion; the resulting 78-item intravention scale was almost perfectly correlated with the 57-item scale (r=.99, p<.0001). Six of the subscales contained the same items when using the 25% as compared with the 10% criterion. We calculated correlation coefficients for the remaining 5 subscales, and found that each pair of 25% versus 10% criterion subscales was correlated at .94 or higher (Table 3) .
We thus concluded that the scales constructed using the 25% criterion and the 10% criterion were essentially the same.
Moreover, when we compared Cronbach Alpha for the 5 subscales across the 2 procedures, on only 1 subscale, activism against drug use/sales, did this measure of reliability differ significantly (data not shown). Since the alpha for the 25% criterion subscale was well within the acceptable range (alpha=.87), we concluded that the reliability of this truncated activism against drug use/sales subscale was not substantively different from its 10% criterion counterpart.
Discussion
For future research examining intraventions in the USA we propose a questionnaire that contains all items listed in Table   1 and, in addition, items we initially excluded from these validation procedures because they were restricted to specific populations (adults responsible for children 20 or younger -Qs
1-19, and current injectors -Qs 113 & 114). As an alternative,
where time and length considerations are of major concern, the 57-item scale can be used with appropriate additions from Qs 1 -19, 113, and/or 114. For Africa and other countries, and perhaps for some areas in the USA, we would recommend that adaptation of these items be considered to account for social, cultural, political and epidemiologic differences from those in Bushwick, and that further research to validate these versions be conducted.
Limitations
These validation results are limited by the relatively small number of participants in this validation research, and by the fact that they were clearly a non-representative sample. Nonetheless, the sample should also be viewed as a strategically important one: it was comprised of residents of a neighbourhood that has experienced widespread drug use and high levels of HIV among drug users and others. Residents of this neighbourhood have also engaged in widespread soul-searching about drug use, HIV and how to respond to them (Friedman et al., 2007a) .
Thus, although this sample might not be appropriate as one from which to estimate the prevalence of intravention in the US population, it is useful as a sample in which these actions are frequent and refer to activities that are well known as problems and dilemmas in the community. This is likely to be the case in many African communities confronted by AIDS. In the remainder of the questions when we ask about children we are asking about any child, yours, your friends', your neighbours', etc., including teenagers.
In the last 12 months 20.
In the last 12 months, how many children have you advised about using condoms if they have sex? 0 1 2-5 6-10 11+
21.
How many children have you advised about using birth control methods other than condoms (e.g. 31. How many children have you told that if they have sex before marriage they will go against religion (i.e., sex before marriage is immoral, it is wrong)? 0 1 2-5 6-10 11+ 32. How many children have you told of your own experiences with sex as a way to discourage them from having sex too early (e.g. wasn't ready, painful, dropping out of school if you get pregnant, lots of work taking care of child while friends were having a good time)? 0 1 2-5 6-10 11+
33. How many children have you told of your own experiences with sex as a way to discourage them from having unprotected sex (e.g. catch disease, got pregnant)? 0 1 2-5 6-10 11+
34.
In the last 12 months, how many adults have you told about their children's unwanted behaviour, like hanging out with or kissing boyfriend/girlfriend, using drugs, drinking? 0 1 2-5 6-10 11+
The next group of questions asks about actions aimed at protecting other adults, not children/teenagers. The adult might be your friend, a neighbor, a relative or someone you barely know.
In the last 12 months 35.
How many adults have you told about your own experiences with sex as a way to discourage them from having unprotected sex? 0 1 2-5 6-10 11+ 
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